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NACCHO partnered with the Centers for Disease Control and Prevention (CDC) in 2019 on the Addressing High-Risk 
Substance Use through STI Clinics: Strengthening Connections to Treatment and Behavioral Health Services project (the 
Project), which piloted the use of Screening, Brief Intervention, and Referral to Treatment (SBIRT) to address high-risk 
substance use (HRSU) among clients seeking testing and treatment in STI clinical settings.  
 
HRSU refers to the use of illicit drugs and non-medical use of prescription drugs (e.g., opioids, methamphetamine, and 
crack/cocaine) which are strongly associated with high risk for adverse outcomes, including dependence, substance 
use disorders (SUD), and non-fatal and fatal overdoses.1,2 Moreover, persons engaged in HRSU often experience 
disinhibition and/or engage in activities, such as sex work and needle sharing, that can facilitate the spread of diseases 
like HIV, STIs, and viral hepatitis.3 

In the United States, men who have sex with men (MSM) are more than twice as likely to use substances associated 
with greater health hazards and addiction, including heroin, cocaine, and amphetamine4—as well as engage in 
daily drug use.5,6 Among heterosexuals, HRSU has risen dramatically, in both urban and rural areas, in the wake 
of the U.S. opioid crisis and the socioeconomic shocks and disruptions in care during COVID-19.7,8 Rates of HRSU 
have more than doubled among heterosexuals diagnosed with STIs like syphilis, while STI diagnoses have been 
shown to be associated with increased odds of injection drug use among women.9 A study leveraging data from the 
National Notifiable Diseases Surveillance System found that women, men who had sex with women (MSW), and MSM 
diagnosed with syphilis and other STIs who reported HRSU often had histories of incarceration and anonymous sex 
and/or sex in exchange for drugs or money.1 

Data shows that SUD and HRSU rates are often higher among clients of STI clinics compared to the general 
population.10,11,12,13 At the same time, persons diagnosed with STIs and self-reported HRSU are more likely to 
experience poverty, homelessness and housing instability, lack of access to insurance coverage and health care, 
and limited educational attainment.14,15,16,17 Racism and stigma create additional barriers to care that exacerbate the 
disparate impact of HRSU, STIs, and HIV among people of color, and, in particular, Black and Latino MSM and Black 
women.18,19,20 Persons engaged in HRSU at STI clinics report higher rates of condomless sex, multiple partners, and STI 
diagnoses than those who do not use substances.21

Background
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The Screening, Brief Intervention, and Referral to Treatment (SBIRT) intervention leverages behavioral interventions 
such as motivational interviewing (MI), an evidence-based, collaborative, goal-oriented style of communication 
framed in the patients’ language of change, to help clients presenting at STI clinics engaged in HRSU set goals related 
to their substance use and health. The Project’s SBIRT steps involved:  

SBIRT originally was developed to help connect persons engaged in alcohol use to treatment. While results from 
several trials applying SBIRT to mitigate HRSU and SUD among substance users in diverse clinical settings have been 
mixed,22,23,24,25  other studies indicate that SBIRT can facilitate early identification and intervention for those engaged in 
substance use who seek services in STI clinics.26  For example, three public New York City STI clinics that implemented 
a SBIRT model reported increases in successfully connecting patients with substance use treatment, resulting in 
improvements in their SUD and mental health outcomes and a reduction in condomless sexual contact, over a six-
month follow-up.27  Considering the syndemic of HRSU and STIs, the Project’s proposed implementation of SBIRT in 
STI clinics presented a unique opportunity to reach persons engaged in HRSU and connect them with potentially life-
saving treatment and care.

About the Screening, Brief Intervention, and 
Referral to Treatment (SBIRT) Intervention

Brief Intervention
Increasing awareness of substance 

use among clients, motivating 
behavior change; and

Referral to Treatment
Connecting clients requiring 
additional services to care.

Screening
Identifying/assessing the degree 
of substance use and identifying 

the appropriate level of treatment 
among clients;
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The Project piloted SBIRT in selected STI clinics, with providers conducting basic screenings to identify clients 
engaged in HRSU and offering them referrals and warm handoffs to substance use treatment services. The Project 
sought to increase knowledge around:  

• HRSU and sex and drug-linked behaviors and outcomes among STI clinic patients;

• Potential models and promising practices for the administration of SBIRT or SBIRT-informed interventions for 
HRSU in the STI clinic setting; and 

• Referral and linkage to SUD treatment and/or behavioral health services among STI clinic patients receiving 
the selected SBIRT or SBIRT-informed intervention.

A call for proposals was released in June 2019 to recruit potential demonstration sites. Those accepted used funds to 
implement SBIRT in their facilities, ultimately: 

• Assessing and identifying gaps in existing intake and screening forms and processes;

• Developing protocols and adapting workflows to integrate intervention into patient visits;

• Determining screening questions or processes and criteria for providing brief intervention;

• Finalizing selection of SBIRT or SBIRT-informed intervention;

• Working with SUD and behavioral health partners to formalize partnerships, including roles, responsibilities, 
and processes;

• Developing staff training and patient education materials; and

• Establishing monitoring and evaluation plans and data collection procedures.

Three sites were selected to participate in the study, each of which focused on a specific medically underserved 
population disparately impacted by HRSU and STIs: 

• Rhode Island STD Clinic, which focused on MSM;

• Unified Government of Wyandotte County and Kansas City Public Health Department (UGPHD) STI Clinic, 
which focused on women of reproductive age; and

• Fairfax County Health Department STI Clinic, which focused on underserved populations, including 
communities of color and sexual and gender minorities.

Program
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The following is an overview of each site's project activities including how they used the SBIRT intervention in their 
clinic and the steps and tools used.

Note: Tracking forms, scripts, screening instruments, and other materials related to the interventions are available 
online with links found in the Additional Resources section. 

Rhode Island STD Clinic
Background: The Rhode Island STD Clinic (RISTD), situated within The Miriam Hospital of the Lifespan Healthcare 
System, implemented its SBIRT model to address spikes in gonorrhea, chlamydia, and syphilis incidence. Between 
2007 and 2019, annual new cases of chlamydia had increased 55%, gonorrhea 78%, and syphilis 233% in the state.28  
The smallest state in the country, Rhode Island, ranks fifth in overdose deaths and first in prevalence of substance 
use and dependence.29 Substance use has contributed significantly to the state’s increase in STI transmissions,30  
disproportionately impacting MSM.31,32 Particularly concerning is that, while opioid use has stagnated among MSM 
overall, it appears to have risen among Black MSM.33  RISTD’s efforts to address HRSU among their clients began with 
an in-clinic intervention that shifted online in fall 2020 due to COVID-19. 

In-Clinic Intervention Workflow Model: RISTD implemented SBIRT for patients who presented for STI care and 
indicated they had engaged in substance use (excluding cannabis and poppers) in the previous 12 months. (See 
Figure 1.) RISTD clinicians (Advanced Practice Providers, including nurse practitioners, and HIV Qualified Professional 
Test Counselors) delivered the intervention, first having patients who indicated they had engaged in substance 
use complete the Drug Abuse Screening Test-10 (DAST-10) instrument, a validated tool that includes ten questions 
assessing the presence or absence of negative consequences of substance use.34,35 Scores ranged from 0-10, with 
scores 0-2 meaning low-level to no problems (social, occupational, psychological, or physical) with substance use, and 
scores 3-10 indicating moderate to severe substance use. (See Table 1.)

Table 1: Drug Abuse Screening Test-10 Scale Scores

Total score Score interpretation

0 No problems endorsed

1 – 2 Low level of problems

3 – 5 Moderate level of problems 

6 – 8 Substantial level of problems

9 – 10 Severe level of problems

Sites Models and Workflow
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Patients who scored a 2 or below would be asked if they wanted to discuss their substance use at that time or during 
a follow-up visit. Those who scored a 3 or higher were offered the SBIRT intervention. Those who consented to the 
intervention engaged in an open discussion with the clinician who provided clarification of substance use; built 
rapport to learn how substance use fits with patient values; elicited change talk from patient about substance use; 
provided feedback about HRSU and sexual behaviors; evoked motivation for change; helped develop a change plan 
for the patient; and connected the patient to a care provider based on their needs and change goals.36  Patients who 
declined the intervention were encouraged to follow up with their provider at a future visit to discuss safe approaches 
to substance use. Patients interested in addressing their substance use received a warm handoff to the psychologist 
in Miriam Hospital’s Behavioral Medicine Service. (If a warm handoff was not available, the psychologist called 
the patient directly as soon as possible.) Patients in need of medication for opioid use disorder were connected 
with community resources and engagement with addiction medicine providers. In addition, those who expressed 
ambivalence about change or declined referrals to treatment received a list of community resources.

In-Clinic Intervention Outcomes: During the clinic implementation, RISTD screened 646 patients who presented 
for care to the clinic between January 15, 2020 and July 23, 2020. Of those who completed the intake forms and 
completed screening, 444 denied illicit substance use and n=28 patients endorsed illicit substance use. Nine of these 
patients denied use in the previous 12 months or scored a 1-2 on the DAST-10, indicating non-problematic use of 
substances. The remaining 19 patients scored 3 or greater, which prompted the initiation of the brief intervention 
and referral to treatment protocol. Of these, 14 engaged in the intervention, including eight individuals who 
endorsed ambivalence about making a change and declined referrals and six patients who endorsed importance of 
and confidence for change. Among the six patients, four accepted referrals to community resources and two were 
connected via warm handoff to the clinic psychologist and engaged in outpatient therapy for substance use. (See 
Figure 1.) Below are tables reflecting the demographics and substances endorsed by the 19 individuals scoring 3 or 
greater on the DAST-10. (See Tables 2-3.)

Figure 1: Rhode Island STD In-Clinic Client Engagement, n=472

444 denied illicit 
substance use 

28 confirmed illicit
substance use

19 used in 
past 12 months

Vs.

19 invited to
 intervention

14 participated in 
intervention

8=ambivalent about behavior 
change, refused referrals

6=ready to make a change, 
connected to clinic

psychologist, and engaged in 
outpatient therapy for 

substance use

9 denied use in 
past 12 months
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Online Intervention Workflow Model: RISTD experienced significant challenges related to the COVID-19 pandemic. 
This included reducing the number of in-person STI clinic visits, ending “walk-in” visits, and implementing 
telemedicine and telephone SBIRT screenings. SBIRT was promoted via dating apps/sites and Google search terms 
to seek those who aligned with the updated enrollment criteria (i.e., be ≥ age 18 and have one or more of the 
following: symptoms of STIs in the previous 12 months; known exposure to a partner with an STI in the previous 12 
months; treated presumptively for an STI in the previous 12 months; present to STD clinics for routine testing; and/or 
engagement in high-risk sexual behaviors in the previous 12 months such as engagement in sexual behaviors with >1 
partner, sexual engagements while intoxicated/under the influence).

Those eligible were provided with information about the study and an electronic consent form that they were asked 
to read and sign. Once signed, they were asked to complete an online survey. In the survey, participants were asked 
questions in the following domains: 1) Behaviors (i.e., sexual and substance use behaviors); 2) Last STI screening, 
including setting and results; 3) Changes in behaviors due to COVID-19 (e.g., changes to sexual behaviors, substance 
use behaviors, and care-seeking behaviors); and 4) Substance use (AUDIT37,38  and DAST-1034,35) and substance use 
behaviors, including chemsex behaviors. Within the survey, “bot checks” ensured real people submitted responses 
only once. Using REDCap39,40 software, automatic notifications alerted staff of completed consent forms and surveys. 
Staff followed up to determine the outreach needed. Participants who endorsed high-risk sexual behaviors, but no 
substance use, or minimal/non-problematic use of substances as determined by their DAST-10 score (i.e., 0 to 2), were 
called and offered referrals to STI clinical care. Participants who reported high-risk sexual behaviors and substance 
use in the previous 90 days were offered the SBIRT intervention within 48 hours. (See Figure 2.) 

Online Intervention Outcomes: A total of n=100 online surveys were completed, of which n=81 were confirmed 
valid (completed by real people). Participants answered questions regarding sexual health and substance use. A total 
of 55 individuals eligible to receive sexual health resource materials or the SBIRT intervention, including referral to 
substance use treatment, were identified. Two staff members reached out to eligible participants–25 participants were 
reached, seven of whom received SBIRT and referral to treatment, while 18 received sexual health resources. (See 
Tables 4-5, and Figure 3.) 

Lessons Learned: Staff appreciated the training received to facilitate the intervention (four experiential, didactic 
training sessions, 60-90 minutes each), with one-half of on-site facilitators indicating they were new to motivational 
interviewing. Staff felt the intervention held great value for clients but was difficult to implement considering their 
already limited time with patients. Some clients also found the intervention invasive and unexpected in an STI setting. 
Unfortunately, the emergence of the COVID-19 pandemic limited staff’s ability to continue in-person implementation 
and implementation of next steps for the intervention, which involved the development and inclusion of smart 
phrases in the electronic medical record for SBIRT and establishment of a standard of care protocol.
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Figure 2: Rhode Island STD Clinic SBIRT Online Model

-  Review Procedures – any process concerns?
-  Review Data – any missing?
-  Move phone number/email address to linked, password protected file (remove red REDcap via IRB instructions)
-  Report back any suggestions for revisions

If needed: Friendly reminder email to complete satisfaction survey

Phone call within 48 hours of completion
-   SBIRT intervention
-   Referrals to treatment
-   Reasons for declinations to referrals are recorded

Phone call provided with 
referrals to STD clinics for care

Participant endorses high 
risk sexual behaviors, 
and NO substance use

Participant endorses high risk 
sexual behaviors and substance 

use in the previous 90 days

If yes to any of the inclusion criteria and 
confirms age/MSM, participant:
-   completes full questionnaire
-   provides phone number & email address

If no to all inclusion criteria, 
participant ends participation

Participants complete screening questions
-   (Re-)Confirm 18 yo + MSM
-   Past 12 mos:
      • any symptoms of STIs
      • known exposure to a partner with an STI
      • were treated presumptively for an STI
      • is someone who regularly presents to STD clinics for 
        routine testing
      • engagement in high risk sexual behaviors

Potential participants select ad online

Sample ad:

Potential participants will be asked to 
review & complete the online consent

Take a survey about sex, drugs & 
health to help our community thrive.
Compensation will be provided for

your time.
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Table 2: Rhode Island STD Clinic – In-Clinic Intervention Demographics of Participants Offered SBIRT, n=19 

Variable n %

Gender

Men 13 68.4

Women 4 21.1

Sexual Orientation

Heterosexual 8 42.1

Gay 6 31.6

Bisexual 3 15.8

Race

Asian 1 5.3

Black 3 15.8

White 13 68.4

Ethnicity

Latinx 1 5.3

Non-Latinx 12 63.2

Educational Attainment

High School Graduate 2 10.5

Some College 8 42.1

Two-Year College Degree 2 10.5

Four-Year College Degree 5 26.3

Graduate School  1 5.3

Employment Status

Not Employed 8 42.1

Employed (part-time) 1 5.3

Employed (full-time) 8 42.1

Student 1 5.3

Unstable housing (past 12 months) 3 15.8

Table 3: Rhode Island STD Clinic – In-Clinic Intervention, Reported Substances Used, n=19

Substance n %

Crack/Cocaine 11 57.9

Methamphetamine 5 26.3

Sedatives/Sleeping Pills 2 10.5

Hallucinogens 6 31.6

Street Opioids 3 15.8
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Table 4: Rhode Island STD Clinic – Online Intervention Participant Demographics, n=81

Variable n %

Gender 

Men 64 79.01

Transgender Men 6 7.41

Transgender Women 8 9.88

Genderqueer 3 3.70

Sexual Orientation 

Heterosexual 1 1.23

Gay 58 71.60

Bisexual 18 22.22

Queer 4 4.94

Race

White 60 74.07

Black 14 17.28

American Indian 2 2.47

Pacific Islander 3 3.70

Asian 1 1.23

Other 1 1.23

Ethnicity

Latinx 14 17.28

Non-Latinx 66 81.48

Decline to answer 1 1.23

Educational Attainment

Some High School 2 2.47

High School Graduate 5 6.17

Some College/Technical Schools 17 20.99

College Graduate 34 41.98

Graduate School (Masters or Above) 23 28.40

Unstable housing (past 12 months) 33 40.74

Sex work (past 3 months) 8 9.88

Living with HIV 6 7.41

Mean SD

Age 31.17 8.08
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Table 5: Rhode Island STD Clinic – Online Intervention Participants, Lifetime and Past Month Substance, n=81 

Variable Lifetime Use Past-Month Use

n % n % Mean Days Use (SD)

Marijuana 49 60.49 36 44.44 16.17 (11.66)

Synthetic Marijuana 7 8.64 3 3.70 3 (2.65)

Poppers (Alkyl Nitrates) 22 27.16 18 22.22 8.83 (7.42)

MDMA 24 29.63 10 12.35 2.60 (1.51)

Mushrooms 22 27.16 10 12.35 2.80 (2.62)

GHB 16 19.75 9 11.11 10.89 (12.25)

Ketamine 11 13.58 6 7.41 1.83 (.98)

Methamphetamine 19 23.46 14 17.28 13.93 (12.33)

Cocaine 24 29.63 13 16.05 4.0 (3.72)

Heroin 8 9.88 4 4.94 4.75 (4.11)

Misuse of Psychotherapeutics

Stimulant Medications 21 25.93 16 19.75 7.0 (6.19)

Anti-Anxiety Medications 18 22.22 12 14.81 9.58 (9.61)

Opioid Medications 13 16.05 0 0 n/a

Other Illegal Substances 6 7.41 3 3.70 1.33 (.58)

Figure 3: Rhode Island STD Clinic SBIRT Online Intervention Diagram

1 To be eligible for SBIRT intervention or resources, 
  participants must have met either or both of these 
  criteria: 1) reported sexual activity (past three months) 
  2) endorsed past-year use of substances (excluding 
  alcohol and marijuana) and scored > 3 on the Drug 
  Abuse Screening Test (DAST-10)

2 Participants who met criteria 2, or criteria 1 AND 2, were 
  eligible to receive the SBIRT intervention. Those 
  meeting criteria 1 only were eligible to receive sexual 
  health resources. Eligible respondents received a 
  maximum of three outreach attempts before their files 
  were closed.

n=100
Surveys Completed

n=81
Valid Survey Responses

n=55 (67.90%)
Respondents Contacted
via Telephone Outreach2

• n=26 SBIRT eligible
• n=29 Resource eligible

n=19
Invalid Survey Responses

• n=9 suspected bots
• n=6 invalid consent forms
• n=4 duplicate respondents

n=27 (33.33%)
Did not meet threshold for SBIRT

intervention or sexual health
resources1

n=30 (37.03%)
Did not receive SBIRT or resources

• n=29 did not respond to  
outreach attempts

• n=1 declined to participate 
in SBIRTn=25 (30.86)

Respondents Received 
SBIRT or Resources

• n=7 received SBIRT
• n=18 received sexual  

health resources
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Unified Government of Wyandotte County and Kansas City Public Health Department 
(UGPHD) STI Clinic 
Background: In response to the prevalence of HRSU and associated health and social consequences in their local 
community, the Unified Government of Wyandotte County and Kansas City, Kansas Public Health Department 
(UGPHD) STI Clinic implemented a SBIRT intervention targeting women of reproductive age, who account for more 
than two-thirds (67.8%) of patients seen in the clinic. The county leads the state in STIs and ranks nearly last in overall 
health outcomes, directly contributing to high rates of HRSU, including methamphetamine, cocaine, opioids, and 
PCP, creating additional barriers to treatment and care, particularly for women of reproductive age.41, 42, 43, 44, 45  Due to 
COVID-19, the clinic pivoted, expanding the scope of the intervention and screening all patients for HRSU. 

Intervention Workflow Model: UGPHD partnered with Heartland Regional Alcohol and Drug Assessment Center 
(Heartland RADAC) and the University of Missouri-Kansas City School of Nursing and Health Studies’ Collaborative to 
Advance Health Studies to implement SBIRT. UGPHD’s original three goals were to 1) gain an increased knowledge of 
HRSU and sex and drug-linked behaviors and outcomes among patients receiving services in the UGPHD STI Clinic; 
2) develop, implement, and evaluate the efficacy of a SBIRT model tailored to HRSU in the UGPHD STI Clinic; and 3) 
increase referral and successful linkage to SUD treatment and/or behavioral health services through a partnership 
with Heartland RADAC. A Substance Abuse Specialist was embedded in the STI Clinic to eliminate barriers to treatment 
and care. (See Figure 4.) 

Figure 4: UGPHD STI Clinic Workflow. This UGPHD Workfow model was established prior to expansion of study 
recruitment.

Woman of reproductive age 
presents to STI Clinic

RN provides positive
health message to 

patient, reinforcing 
healthy behaviors

RN administers targeted screen 
(DAST), scores, identifies risk zones, 
shares results with Health Educator

Patient completes intake form (includes 
single-item NIDA Quick Screen for drug use)

Risky (1-2) Harmful 
(3-5)

Severe (6+)

Public Health Educator performs brief 
intervention (BNI model) to raise patientʼs 

awareness of her risky level of drug use and 
enhance her motivation toward behavioral 
change; aim is to reduce or abstain use; if 

applicable, document patient goal(s) in EMR

Public Health Educator performs brief 
intervention (BNI model) to raise patientʼs 

awareness of her severe level of drug use and 
enhance her motivation to accept assessment 
referral; aim is referral to a Heartland RADAC 

Substance Abuse Specialist for full assess-
ment; if applicable, document patient goal(s) 

in EMR; create referral in IRIS (if accepted)

Public Health Educator performs brief intervention 
(BNI model) to raise patientʼs awareness of her 

harmful level of drug use and enhance her motiva-
tion toward behavioral change/brief treatment; aim 
is to reduce use and set specific follow-up appoint-

ment with a Heartland RADAC Substance Abuse 
Specialist (for brief treatment); if applicable, 

document patient goal(s) in EMR; create referral in 
IRIS (if accepted)

Negative Positive
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The intervention began with a National Institutes of Drug Abuse (NIDA) Quick Screen, which was integrated into the 
intake form. Staff reviewed the results with patients. If the NIDA Quick Screen results were negative, staff reinforced 
healthy behaviors. Those who screened positive engaged in a Brief Negotiated Interview and completed the DAST-
10. The health educator reviewed the DAST-10 score, classifying patients’ risk level as risky (1-2 points), harmful (3-5 
points), or severe (6+ points). (See Table 6.) 

Table 6: Drug Abuse Screening Test-10 Scale Scores

Points Risk Classification

1-2 Risky

3-5 Harmful

6+ Severe

Those classified as risky received no further engagement. Patients who scored in the "harmful" or "severe" range 
received a warm handoff to treatment. Before the pandemic, the Substance Abuse Specialist, who worked onsite at 
UPGHD’s clinic one day per week, would be engaged with a client. (The placement stopped at the onset of COVID-19 
but resumed in late 2021.) When the specialist was not available, UGPHD paged the Substance Abuse Specialist for 
patients who expressed interest in treatment or accompanied patients to RADAC to set up an appointment. 

Impact of COVID-19: With the onset of the COVID-19 pandemic, nearly all patients underwent screening for 
the intervention, except those returning to the clinic for treatment who had already undergone SBIRT. UGPHD 
also replaced registered nurses with health educators, who proved more receptive to implementing the SBIRT 
intervention. Instead of using the IRIS system for referrals as originally planned, patients were instructed to call 
Heartland RADAC to schedule an assessment (and, pre-COVID, received a warm handoff to Heartland RADAC staff who 
were co-located with the UGPHD STI Clinic several days a week).

Lessons Learned: The setbacks of the pandemic prevented the clinic from demonstrating concrete outcomes. 
Though SBIRT was reintroduced in 2021, patients proved unreceptive to referrals to treatment, most likely due to the 
multifaceted stressors introduced and exacerbated by the pandemic. HRSU appeared to be a behavior that patients 
may not have been ready to change. However, SBIRT created opportunities for meaningful conversations about 
risky sexual behavior and STIs. Patients seemed more open to talking about that and changing related behaviors 
versus broaching the topic of substance use. SBIRT’s structured approach helps patients more openly discuss safer 
sex practices, ask their partners about their sexual activities and STI status, and share with providers how they meet 
partners.
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Fairfax County Health Department STI Clinic
Background: Fairfax County Health Department (FCHD) focused its SBIRT intervention on underserved persons (com-
munities of color and sexual and gender minorities in the county.) These focus areas speak to the intersecting epidem-
ics of HRSU and STIs throughout Fairfax County, VA, the largest jurisdiction in the metropolitan Washington, DC region, 
with approximately 1.2 million people. Opioid use has emerged as the leading cause of unnatural death in Fairfax 
County, exceeding motor vehicle crashes and gun deaths. Concurrently, rates of STIs have increased, with substantial 
increases in syphilis, gonorrhea, and chlamydia infections. The risk for HRSU and STIs is greatest among young adults, 
with substance use associated with increased disinhibition and sexual behaviors that lead to (or mediate) STI risk.

Intervention Workflow Model: The FCHD screening process was integrated into the clinic check-in process. Patients 
were handed a tablet by the front office staff on which they completed screening. The screening data were collected 
through a Qualtrics form managed by George Mason University staff, funded by the Substance Abuse and Mental 
Health Services Administration (SAMHSA), to support the implementation of SBIRT in Virginia, independent of the 
NACCHO project. FCHD’s SBIRT demonstration project was facilitated at five clinics throughout the region: Annandale, 
Herndon, Joseph Willard, Mount Vernon, and Springfield. (See Figure 5.) The intervention involved an integrated and 
extensive screening encompassing two components. All patients—except those that had engaged in the intervention 
recently (e.g., those returning to the clinic for STI treatment)—completed the Drug Universal Screen to assess past year 
substance use. If the patient reported using illicit drugs or misusing prescription medicines in the past year, they also 
completed the DAST-10. Patients who received a score of 0 were labeled low/no risk; those who scored 1 and above 
were classified as mild risk (1-2), moderate risk (3-5), and severe risk (6+). (See Table 7.)

Table 7: DAST-10 Scores, Risk Classifications, and Recommended Interventions

Points Risk Classification Recommended Intervention

0 Low/No Risk Reinforce healthy choices

1-2 Mild Risk Brief intervention

3-5 Moderate Risk Brief intervention + referral for brief treatment

6+ Severe Risk Brief intervention + referral for specialty treatment

A public health nurse (PHN) reviewed the results, triaging the patient according to their responses to the Drug Univer-
sal Screen (scored as yes/no to use of drugs in the last 12 months) and DAST-10 (score of 0-10 points). The provider 
reinforced healthy behaviors among those who had low/no risk, while those determined to be at mild, moderate, or 
severe risk completed the SAMHSA GPRA-B tool to determine which substances they used and routes of exposure. 
They were then offered the Brief Intervention. The engagement ended at that time for those who declined. Engage-
ment for those who agreed to the intervention varied by patient risk level. For patients who screened positive for drug 
use in the past 12 months but had mild risk, the nurse delivered the Brief Negotiated Interview. Patients who screened 
positive and had moderate risk engaged in the brief intervention interview and were offered an opportunity to sched-
ule onsite treatment (lasting four to 12 weeks). Patients at severe risk also engaged in the interview but were offered 
more intensive onsite treatment. In addition to drug use, FCHD's SBIRT for HRSU incorporated screenings for:

• Depression, measured using Patient Health Questionnaire (PHQ-9), a nine-item survey that screens for de-
pression. Patients respond to each item using the following scale: all=0, several days=1, more than half the 
days=2, and nearly every day=3. The total score is equal to the sum of the item answers, with higher scores 
indicating more depression.  

• Alcohol Use, measured using the Alcohol Use Disorders Identification Test (AUDIT)—Self-Report, a 10-item, 
self-report screening tool that helps clinicians assess patients’ alcohol consumption, drinking behaviors, and 
alcohol-related problems.  
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• Tobacco Use, measured with a single item from the Tobacco, Alcohol, Prescription Medication (TAPS) tool: “In the past 12 months, how often have you 
used any tobacco product (for example, cigarettes, e-cigarettes, cigars, pipe, or smokeless tobacco)?” 

Figure 5: FCHD STD Clinic SBIRT Workflow Model
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Figure 5: FCHD STD Clinic SBIRT Workflow Model Continued
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Impact of COVID-19: During the pandemic, many HRSU project staff were reassigned to the COVID-19 response; onsite 
services were restricted and consolidated into one location. The SBIRT intervention was suspended from December 
2020 until summer 2021. Soon after restarting the intervention, it was shut down permanently due to ongoing uncer-
tainty about COVID-19 and changes to the broader Virginia-wide SBIRT initiative.

Outcomes: Of the n=390 clients who participated in the SBIRT screening, the majority were male (62.0%), reporting 
either Black (29.2%) or white race (32.0%). A total of 135 (34.6%) clients reported Hispanic ethnicity. Participants ages 
25-34 (46.9%) followed by those 18-24 (24.4%) accounted for the majority of participants. (Age was not obtained for 
13 participants.) (See Table 8.) The SBIRT intervention was delivered relatively evenly across all five locations with 
providers conducting an average of 2 to 4 interventions (interviews) per week. (See Figure 6).

A total of 121 clients reported drug use (not including marijuana) in the past 30 days, the past year, or at any point in 
their lifetime. (See Figure 7.) When broken down by degree of use, 44 individuals reported using a high-risk substance 
within the past 30 days. A total of 162 interventions were conducted for 105 patients, indicating intersectional issues 
around drug use, alcohol use, tobacco use, and depression. For all positive risk levels (mild, moderate, and severe), 
data were collected indicating the intervention received by each patient risk type. Each category of substance type 
had individuals with elevated risk levels fail to receive an intervention. Over three-fourths (76.7%) of clients who 
required additional assistance received the appropriate intervention. Just 1.0% received an intervention higher than 
their indicated level of need, while 22.3% received inadequate intervention. Reasons for this inadequate intervention 
varied. Of those referred to alcohol and drug treatment (n=97), 69% engaged in treatment, 27% refused treatment, 2% 
were already in treatment, and 2% had false positives. Of the n=58 patients referred to tobacco treatment, 60% sought 
treatment, 36% refused, and 3% had false positives. Two-thirds (67%) of the 12 patients identified with moderate to 
severe depression sought treatment as recommended, while 28% were already in treatment. The remaining 5% were 
not engaged due to a lack of access to a provider.  

Lessons Learned: Providers were surveyed about their experience with the SBIRT program (See Figure 8), with 27% 
indicating that they agreed or strongly agreed that they felt comfortable administering motivational interviewing. In 
comparison, another 33% indicated they agreed or strongly agreed that they supported continuing SBIRT in the future 
and that the SBIRT program benefits clients. Comments reflected the limited resources available to providers to carry 
out SBIRT, particularly during the pandemic. As one nurse stated, “While I see a place for this type of program (SBIRT), 
I felt it greatly compromised the true nature of services the client was seeking that day… and was a further obsta-
cle in trying to get the detailed information we needed to get from them for their reason for visiting [the STI clinic]. 
SBIRT blindsided them, so they couldn't truly focus on sharing info that was more relevant to their visit because we 
were delving into other matters.” Another participant said, “Let [patients] know that SBIRT is available to them verses 
semi-forcing participation… and letting them assume it is part of the normal STI clinic process.” When asked, “What 
recommendations do you have to improve the SBIRT program?” respondents suggested increasing the availability of 
behavioral health therapists and reducing the amount of time required to implement SBIRT.
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Table 8: Fairfax County Health Department STI Clinic, Demographics of Participants Offered SBIRT, n=390 

Variable n %

Gender 

Men 242 62.0

Women 143 37.0

Other 4 1.0

Sexual Orientation 

Heterosexual 8 42.1

Gay 6 31.6

Bisexual 3 15.8

Race

White 121 31.0

Black 114 29.2

Asian 37 9.5

Native American 11 2.8

Native Hawaiian 4 1.0

Other 86 22.1

Two or More Races 17 4.4

Ethnicity

Hispanic 135 34.6

Non-Hispanic 290 65.4

Age (n=377, missing n=13)

18-24 92 24.4

25-34 177 46.9

35-44 63 16.7

45-54 21 5.6

55-100 19 5.0
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Figure 6: Fairfax County Client Engagement, All Locations, n=390

Figure 7: Self-Reported Drug Use Frequency, All Locations, n=121 
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Figure 8: FCHD Provider Evaluation of SBIRT Program, n=15

Conclusion
The NACCHO Addressing High-Risk Substance Use through STI Clinics: Strengthening Connections to Treatment and 
Behavioral Health Services project provided insight into how the SBIRT intervention could connect patients engaged 
in HRSU (use of illicit drugs, such as methamphetamine, and non-medical use of prescription drugs, like oxycodone) 
seeking treatment and care at STI clinics with substance use treatment services.  

The sites overall were successful in demonstrating the impact of SBIRT for HRSU on motivating and connecting STI 
patients with substance use treatment. However, the impact of COVID-19 required all of the sites to modify their initital 
SBIRT for HRSU intervention strategies. During that time, one site recreated their protocol as a completely virtual 
engagement.  

All sites found that SBIRT for HRSU encouraged patients to expand on their risks for STIs as well as discuss their 
motivations for HRSU. The intervention also was shown to offer opportunities to add additional screenings for 
conditions and behaviors associated with STIs and HRSU, including depression, alcohol use, and tobacco use. 

Ultimately, SBIRT for HRSU provided a streamlined approach to address the syndemic of HRSU and STIs, creating 
opportunities to reach people with STIs engaged in HRSU and connect them with potentially lifesaving treatment and 
care.

SBIRT Program Evaluation

Strongly Agree           Agree           Neither Agree nor Disagree           Disagree           Strongly Disagree

I felt comfortable administering motivational interviewing.

Overall, I support continuing SBIRT at a future date.

I feel happy with the level of training I received to conduct motivational interviews.

I think the SBIRT program is beneficial to the client.

I felt prepared for my role in SBIRT.

7%

13% 20%

33%

33%

27% 53% 7% 13%

20% 20% 27%

47% 7% 13%

27% 40%

20% 40% 27% 7%
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Site SBIRT scripts 
Rhode Island STD Clinic – In Clinic

• Miriam Hospital STD Clinic SBIRT Patient Locator Form

• Miriam Hospital STD Clinic SBIRT Patient Workflow

• Pre-COVID Intake Form

• Patient Data Collection Form

• Conversation Guide

• SBIRT Intervention “Cheat Sheet”

• SBIRT Worksheets

• Feasibility Questions (Evaluation) – In Clinic 

Rhode Island STD Clinic – Online 

• Intake Form

• Study e-Consent Form

• Telephone Script

• SBIRT Human Subjects Protocol

• SBIRT Protocol Diagram

• Feasibility Questions (Evaluation) - Online 

Unified Government of Wyandotte County and Kansas City Public Health Department (UGPHD) STI Clinic  

• Referral to Treatment Tracking Form

• STI Triage Form

• STI Post-DAST Form

• STI Triage 2 (Post-DAST) Form

• Referral to Treatment Tracking Form

Additional Resources

https://docs.google.com/document/d/1x_VcFXSuJ943TQeACQPNcNijmvjvChR7/edit?usp=drive_link&ouid=109039476950174002911&rtpof=true&sd=true
https://docs.google.com/document/d/1eAtxF3KR7oOHsq4cSm0Rxlb6QPzVF-ZG/edit
https://docs.google.com/document/d/1Ge2jszo4yrAkRileE0aSuNuD7avifpEk/edit
https://docs.google.com/document/d/1GWiLUWtegPyGn8Sec6OBYog38se8v9Kz/edit
https://docs.google.com/document/d/19MaEG2P2FwQJ5LOfc-lz1ZAcl8KRKPih/edit#heading=h.gjdgxs
https://docs.google.com/document/d/1WNWpC7coscBwPbF6ZM39LCQ4H-kH4qzH/edit
https://docs.google.com/document/d/1R2E3hY9tVIrQFiwRx5mt5NDzu7BXjPri/edit
https://docs.google.com/document/d/15dz3zStuXWu8tIPQJ-TvvxesqGF9VOF5/edit
https://docs.google.com/document/d/18V2wQN9-Qz0-O1jz8v2CkmV8-pgujrKB/edit
https://drive.google.com/drive/folders/1H44uI3eI3682HEKzMNRwjtMPKuWnYhiq?usp=sharing
https://drive.google.com/file/d/1Y39jdAyW7QT_BHUnjq5YgVrvNLIo8EAw/view?usp=drive_link
https://docs.google.com/document/d/1WhSzBn8hxUKWJv8SuwlfQt8yUaT3TzE3/edit?usp=drive_link&ouid=109039476950174002911&rtpof=true&sd=true
https://docs.google.com/document/d/1OSTJBBZUvlq0XzZAVnrFDk6fd26DPxh9/edit?usp=drive_link&ouid=109039476950174002911&rtpof=true&sd=true
https://docs.google.com/document/d/1s-BKGDOIq809nm0SQPJqvEM06FxqWzI9/edit
https://docs.google.com/document/d/1qd10yBWEu-Pl-YGKm-xOrjXv7vREkr5m/edit?usp=drive_link&ouid=109039476950174002911&rtpof=true&sd=true
https://docs.google.com/document/d/1cOzfm_vzwaBxX9HhRNKVQyIRpBpLFvjL/edit
https://docs.google.com/document/d/1Pw3ljBO4-92_-Vjwhbh_ryRr2-PXweJf/edit?usp=drive_link&ouid=109039476950174002911&rtpof=true&sd=true
https://docs.google.com/document/d/1P1KG2Xi5Bs5oQWoaG3TsEWsPIf62G3p-/edit?usp=drive_link&ouid=109039476950174002911&rtpof=true&sd=true
https://docs.google.com/document/d/19gz9rNk-QDRUl1KMDEeiR6CigUGXMLs4/edit?usp=drive_link&ouid=109039476950174002911&rtpof=true&sd=true
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Fairfax County Health Department STI Clinic

• Center for Substance Abuse Treatment (CSAT) Government Performance and Results Act (GPRA) Client 
Outcome Measures for Discretionary Programs Form

• Patient Screener Form (Self-Report Drug Use, Depression, Alcohol, and Smoking Measures)

• STI Clinic Record

• SBIRT Audit Tool

• Sexual History Tool

• Fairfax County Health Department STI Clinic HRSU Evaluation Framework

• Codebook
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